RI DIVISION OF HEALTH ~ STANDARD CERTIFICATE OF DEATH 59—-029628

HLED VS SEP 1 195? 37 STATE FILE NUMBER

]
DED Registration District No. Primary Registration District Mo, . ______ Registrar's No. __ £ =3 /7 ________
i £

1. PLACE OF DEAJH 2. USUAL RESIDENCE (Where deceased lived. If institution: Re:ider}cﬂ‘ before
a. COUNTY fq,c/f,ed,e o STATE M4 aa0uk: SONTY M:@ sgshission)
b. CITY (If outside corporate limits, give TOWNSHIP only) Length of stay in 1b c. CITY inside Limirs

OR . OR B
TOWN &/‘&e TOWN Yes (i No O

¢. FULL NAME OF (if hsOT in hoapital, give locarion) Inside Limits d. STREET {If cutside, give location) Reside on Farm

HOSPITAL OR ADDRESS
INSTITUTION vedld No O ——————————— Yes O No'X)

3. NAME OF DECEASED First Middle Last 4. DATE Menth Day Year

(Fype of peint) Nellie kictoria Reauven X
e Guaguat |1, 1959
5 EX 610?0"0 OR RACE 7. Monied’b Never Married [] |8. DATE 01:f|§n..| 9. AGE (last birthday)} | IF UNDER 1 YEAR IF UNDER 24 HR

Widowed [J Divorced [] q_ 3_ ? 8' Months | Days Hours Min.

10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COLINTRY

du:.nmmngg, aven if reried) Home “H/mm.- U.g o(le

132, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

Hovin Mml{wm Howey Reaves

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. INFORMANT Address

{Yes, nmunknown) {If yes, gnva war of dates of service) M’UU'@* co‘r .
i None Requesr —- Corwasy, Mdosound,

18. CAUSE OF DEATH (Enter only one cause per line for (a), (b}, and {c). INTERVAL BETWEEN
PART |I. DEATH WAS CAUSED BY: p ONSET AND DEATH
VMMEDIATE CAUSE (8) Mfﬂ“d& z AORLY TS 2 Wech
Conditions, if any, DUE TQ (b} &ffﬁf/"- ; ﬁ@m 000‘74‘ .

which gave rise to
above cauie (a),

s B ovo g MRT LRI O L &R O L1 aons

PART I1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TC DEATH but not related to the terminal PART HI. If deceased was female was
diseass condition given in PART | (&) thera a pregnancy in last 90 days.

IU Yes lXNo I [J Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART I} of item 18.)
PERFORMED? u] [} a
YES[] N

20c. TIME OF  Hou Month, Day, Year |
{NJURY a.m.
e.m.

20d. INJURY QCCURRED 20e, PLACE OF INJURY (e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE

WHILE AT WORK [] farm, factory, street, office bldg., erc.)
NOT WHILE AT WORK [J
" . "

.l
. 21. | attended the deceased fmm_M, lc_.__w&md last uwﬁ;alive °"ML
L]

Death occurred at “I Bn a: m on the date stated above, and to the best »f my knowledge, from the causes stated.

. (Degrea or tille} w 22b, ADDRESS 22c. DPTE SIGNED
= '/ fow f/f/f’;

|
23b. DATE 23¢. NAME OF CEMETERY OR CREMATORY 23d. LACATION (City, towh, or county) (Stata)
8=-13-1959 |[Groceland Cemeteny Coruucny

T F:ENERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR'S SIGNATURE

-Sningfield, Wo. |9 _ 20 1957 40 L% f./(/z}q

DOCUMENT

MEDICAL CERTIFICATION

BY AFFIDAVIT OF

{Licensad Embalmer’s Statement on Reverse Side)




STATEMENT BY LICENSED EMBALMER

The

or by

working under my personal supervision.

Student___— i - Signed nJ.J

Signature of Student Embalmer

P. O. Address SWA/”GM@,
>

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to col
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above. : ",

B t




